Journal of

MENTAL HEALTH and
ADDICTION NURSING

W\

DOI: 10.22374/jmhan.v3i1.33

SOWING A SEED OF SAFETY: PROVIDING CULTURALLY SAFE CARE IN ACUTE
CARE SETTINGS FOR PEOPLE WHO USE DRUGS

Jane McCall, PhD, MSN, RN" and Bernie Pauly, RN, PhD?
"Nurse Educator
2Associate Professor in the Faculty of Nursing at the University of Victoria

Corresponding Author: janemccall1@gmail.com

ABSTRACT
This paper reviews the concept of cultural safety from the perspective of people who use illicit drugs and
nurses in a hospital setting.

Background

Illicit drug use is often highly stigmatized and people who use illicit drugs often report negative healthcare
experiences contributing to inequities in health and access to healthcare. Registered nurses play a key role
in the delivery of healthcare when people who use drugs are hospitalized but often face difficulties in the
provision of care. We explored understandings and meanings of cultural safety in healthcare as an approach
to mitigate stigma and to promote health equity.

Design and Methods

Within an overall participatory approach to the research, we employed a qualitative ethnographic approach
undertaking 275 hours of participant observation and conducting 34 open-ended interviews with 15 patients
and 19 nurses on two acute care hospital units in 2012 and 2013. Result/Findings: Culturally safe care requires
recognizing stereotypes and power imbalances; prioritizing trust and building relationships as important
outcomes; giving patients space and time; and addressing conflicting organizational values and policies.

Conclusions

Providing culturally safe care requires organizational culture shifts that recognize the importance of histori-
cal, societal, and political forces that influence the way in which illicit drug use and people who use illicit
drugs are constructed in society.
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Sowing a Seed of Safety

People who use illicit substances are at risk for
harms of drug use including blood-born infections,
overdoses, stigma, and violence and experience
health inequities or unfair differences in health
outcomes as a result of historical, political, social
and economic conditions in society. They often die
prematurely, have poorer health and experience
difficulties in accessing timely medical care."”
People living with HIV who have substance use
issues are at particular risk for such issues as they
require ongoing health care and follow up to manage
complications and stay well.

HIV and illicit substance use are often highly
stigmatized in society affecting health and access to
health care.*® In addition, stigma and living condi-
tions associated with poverty and homelessness also
play a role in the development of health inequities
for people already at risk for poorer health associated
with HIV and substance use.

In his seminal work, Goffman defines stigma as
an attribute or characteristic that is considered deeply
discrediting by the society or culture to which the
individual possessing the attribute belongs.” Stigma
has been conceptualized as a process in which differ-
ences in power between groups allows one group to
name differences and label and stereotype others on
the basis of particular behaviors or characteristics.®’
More recently, newer understandings of these differ-
ences in power reflect deeply embedded structural and
social conditions, which contribute to the enactment of
stigma in health care and other types of relationships. '

PEOPLE WHO USE ILLICIT DRUGS AND
THEIR EXPERIENCES IN HEALTH CARE

There is a breadth of literature that outlines the
issues that people who use illicit drugs face when
they attempt to access health care. Nurses experience
considerable difficulties in caring for this popula-
tion.""'? Language often reflects embedded stigma
and attention to terms is important in understanding
and addressing stigma. For example, using the term
“substance abuse” instead of the more neutral term
“substance use” is common in the general population
and among health care providers. Similarly, health care
providers and others often refer to people as “drug
users,” “addicts,” or “illicit drug users” which are

highly marginalizing and often dehumanizing terms.
Further, nurses’ attitudes towards this population have
been found to be negative and are often influenced
by societal stigma.'® This extends to nursing students
who also hold stigmatizing attitudes towards patients
who use substances. A study by Aggarwal, Ghai and
Basu revealed that students saw patients with
substance use disorders as being unpleasant, difficult
and unworthy of care.'* The attitudes of nurses and
nursing students appear to be influenced by prevail-
ing attitudes in society at large, which generally sees
illicit drug users as dangerous and immoral.'’

Even more concerning is that nurses hold markedly
inaccurate beliefs about pain control and addiction
with many assuming that long term use of opioids
leads to addiction and that patients with addiction
issues who are experiencing pain engage in drug
seeking behavior. A study by Krokmyrdal and An-
denaes revealed that a majority of nurses surveyed
believe that patients with addiction issues exaggerate
their pain, are dishonest when describing the effect
of their pain medication and misrepresent their pain
experience.'® These authors and others make appar-
ent that nurses are generally ill prepared to deal with
this population. Frequently, nurses receive little in
the way of training and education on substance use
or care of people who use substances including those
experiencing addiction. Drug and alcohol related
education comprises a very small proportion of
nursing curricula.'’

Numerous studies have revealed that people who
use illicit drugs and are socially disadvantaged are
less likely to access primary care, more likely to miss
appointments, more likely to use the emergency
department, have unmet social services needs and
are less likely to take antiretroviral therapy.'®
Patients are fearful of access-ing care, both as
outpatients and inpatients because they fear that
they will be subjected to judgmental attitudes
from the health care staff. They are made to feel that
they are not worthy of receiving help and that they
are wasting valuable time. Thus, people who use
substances are often reluctant to access health care
and may not only avoid but delay accessing health
care which highlights the role that stigma plays in
the development of health inequities.
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Sowing a Seed of Safety

PROVIDING A SENSE OF SAFETY

Clearly, in such situations, people feel unsafe about
accessing health care. Cultural safety has been proposed
as a response to address concerns about safety in health
care especially for indigenous peoples.'” Cultural
safety was first proposed by Maori nurses working
in New Zealand as a way of ensuring that indigenous
(Maori) peoples would feel safe accessing care. Maori
peoples have historically been reluctant to access the
health care system and have disproportionately high
rates of mortality and morbidity.’

Cultural safety is about recognizing that as a health
care worker you come from a position of privilege and
power.?"*2 The goal of cultural safety is to reduce the
tendency for health care practices that cause patients
to feel unsafe and powerless. It is important for prac-
titioners to understand how their values and beliefs
impact on the therapeutic relationships they form
with their patients. When practitioners take a cultur-
ally safe approach to the care they provide it should
help them to resist the temptation to pigeonhole and
stereotype based on their beliefs about the group to
which they think a patient belongs and to approach
each patient as an individual, with their own particular
needs and desires that need to be taken into account
if a therapeutic relationship based on equity is to be
formed.** Some authors have suggested that cultural
safety may be relevant to the care of other marginal-
ized populations such as people who use drugs.*

CULTURAL SAFETY AND PEOPLE WHO
USE DRUGS

In reflecting on what we know about the experi-
ences of people who use illicit drugs in acute care
settings and the applicability of cultural safety,
we determined that there was no literature on
how cultural safety can be utilized with this
population. As a group of academic researchers
and practitioners we decided to conduct an
ethnographic study examining the experiences of
people who use illicit drugs in acute care, their
perspectives about what makes them feel safe and
unsafe, and the perspectives of front-line nurses
providing the care. The research questions for
this study were:

1.What constitutes culturally safe care from the
perspectives of the patients who use substances
and are street involved?

2.What are the strategies that RNs employ to
promote the delivery of culturally safe care?

3.What are the similarities and differences in nurse
and patient perspectives of culturally safe care?

4.What are the necessary elements of the context
that promotes culturally safe care?

5.What are key competencies necessary to provide
culturally safe care to patients who use substances
and are street involved while they are admitted
to hospital?

This study was approved by both the University
of Victoria and the hospital ethics review board
where the study was conducted. The names of
the participants were anonymized. Patient
participants were offered a cash honorarium
for their time.

The study took place on two acute care medi-
cal units in a tertiary care urban hospital. One
of the units had a special focus on HIV and
urban health. Data collection consisted of 34
qualitative open interviews with both nurses
(19) and patients (15). 275 hours of participant
observation took place on the same two units
and hospital policies related to substance use
were reviewed. Eight of the patients were HIV
infected. The interviews were transcribed and
reviewed for accuracy and N vivo was used to
organize and code the data. Interpretive descrip-
tion was the approach we used to analyse the
data. Interpretive description is especially suit-
able for this type of study because it highlights
the constructed and contextual nature of human
experience while allowing for shared realities. It
is particularly good at turning a lens to everyday
nursing practice.***

The study revealed some interesting findings.*®
Patients told us they felt judged and labeled as
a junkie or an addict. One patient commented:
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Sowing a Seed of Safety

No, I think that those people on the [Unit A] floor
don't like people that use drugs whether they use
drugs now or used drugs a few years ago, they
combine it altogether, I think they're very, very,
discriminatory about people that, that are addicts.
The patient participants felt that they were under
surveillance and that the staff was always suspicious
of their behaviour.

An item had gone missing and the staff searched the
patient’s room:

Patient: Well if they had searched once |
could see it. After | had told them | had
already cleaned up from the search and, no,
they’re not here. Searching once | can see.
Twice to me is just a little suspect. Like, you
know, what now you figure that since they
were there that | moved them or something
and changed the location? ‘oh, she’s gone, I’ll
switch locations!”. Because, you know,
whatever. It just sounds pretty hokey to me,
that’s all, you know, it’s kind of insulting.
Not even kind of, to me it’s highly insulting.
As | said if I was some old man, they
wouldn’t have questioned me even once.
They would have taken a quick look and
went, oh, okay, yeah, it’s not here. If you’ve
been involved in drugs, or there’s drugs on
your record, then anything happens, that’s
wrong, you’re always the first one to be
looked at. [pause]. That’s a given.

Patients also told us what made them feel safe.
In particular, they appreciated it when nurses
trusted them and listened to them. They also
appreciated it when nurses were attentive to the
“small things” such as a glass of juice and a warm
blanket.

Patient: They’ll take that extra couple of min-
utes. And you know, see that you’re okay. “Let
me grab you a blanket” or you know, “Are you
sure you don’t need something for pain?” You
know, you can tell just by their voice that there’s
genuine concern.

When nurses took time to get to know them and
understand their concerns, they felt welcome and
less judged.”’

While patients felt under surveillance, nurses
refuted seeing their patients as criminals and saw the
criminal justice systems approach to people who use
illicit drugs as the real problem.*

Nurse: | could talk about it for days. But |
don’t, I don’t, yeah, no, I think drugs should
be legal. Not that I’m a drug user or supporter
of using drugs but, yeah, I think that drug
prohibition does a lot more harm than it does
good.

Some of the nurses expressed discomfort with the
behavior of patients with problematic substance use
whereas others seemed to have a broad perspective
on the socioeconomic issues that influenced these
patients’ lives and ultimately their behavior. This
latter perspective embodied a stronger social justice
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orientation and an understanding of the factors shap-
ing people’s lives.

While the nurses expressed support and in-
tegration of a harm reduction approach as part
of providing culturally safe care, they expressed
discomfort, uncertainty and confusion about the
hospital’s lack of harm reduction policies. Some
had concerns about the substance use policy which
required security to be called if substance use was
observed. Unfortunately, because of the hospital’s
anti-drug policy, the nurses did not take the op-
portunity to talk to their patients about their drug
use and ensure that they were using safely and they
felt unable to provide clean supplies for those in
need of them.?® As a result, they often ignored or
turned a “blind eye” to substance use in hospital
leaving patients at risk and missing opportunities
to prevent harm.

DISCUSSION

It was apparent from our research that patients
who use illicit substances including those who are
HIV infected felt unsafe accessing health care in
the acute care setting. They tended to delay seeking
health care until they felt they had no other option and
were quick to discharge themselves against medical
advice. A number of the patients related stories of
feeling marginalized, judged and stigmatized when
accessing healthcare.

In our analysis, we found common attitudes towards
drug use including judging and blaming people for
their substance use without recognizing the conditions
that create vulnerability to substance use and crimi-
nalizing and/or medicalizing substance use with the
stereotyping of people who use drugs as criminals or
addicts.?® However, the patients also told us stories of
times when things had gone well. It was evident that
at times they experienced culturally safe care when
nurses took time to get to know them, were respect-
ful of their need for space and addressed their needs.
When patients received care that was culturally safe,
they were happy to stay and were more likely to form
therapeutic relationships with the staff.

DISSEMINATION AND IMPACT

We presented our research findings at two forums
that were attended by front line nurses and adminis-
trators as well as people from two drug user groups
at two hospitals, including the study hospital. These
forums provided an opportunity for presentation of the
research and then a space for people who use drugs and
nurses who care for them to enter into a dialogue about
substance use, stigma and the meaning of culturally
safe care. It gave nurses the opportunity to reflect on
the societal and systematic attitudes towards substance
use and stigma experienced by people who use drugs.
Together, the attendees reflected on the research findings
and contributed to the development of culturally safe
guidelines for people who use drugs and are admitted
to acute care. Following the forum, these recommen-
dations were further refined with the assistance of a
local drug user group, the Society of Living Illicit Drug
Users and a research bulletin was created.”’

Among the recommendations that we developed
were that culturally safe care needs to foster the engage-
ment and participation of people who have experience
of substance use and marginalization in the delivery of
care. Care givers need to recognize that people’s health,
health care, priorities and experiences are influenced
by history and policies that criminalize drug use. It is
important for health care staff to consider how past
histories of trauma and violence, layers of disadvantage,
and stigma may affect a patient’s ability to engage with
providers and care plans. Trust is not a given and trust
must be established as a priority outcome. To achieve a
positive relationship and build trust health care providers
need to develop a culture of safety and respect where
all patients are valued and seen as deserving of care.

As a direct result of our research, the hospital
where the study took place has reformed its substance
use policy and philosophy of care for people who use
substances. The philosophy of care now acknowledges
that abstinence is a goal but not a given and that nurses
may provide clean injection equipment and crack pipes
to their patients. This is a significant change in practice
that should go a long way to addressing the needs of
this population of patients and contributing to better
health care and health care relationships. In the other
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Sowing a Seed of Safety

hospital where a forum was held, the cultural safety
program mandate was expanded to include patients
who are homeless and use illicit drugs.

CONCLUSION

Cultural safety is especially relevant in the provision
of nursing care for people who use illicit drugs and
live with social disadvantages such as HIV infection,
homelessness and poverty. Cultural safety provides a
potential lens for examining the discourses, structures
and assumptions that shape the interactions we have
with our patients. It is important for nurses to critically
reflect on how substance use is taken up and framed
in health care and how that impacts on the interac-
tions they have with people who use illicit drugs as
part of a culturally safe approach to nursing care. It is
also crucial for nurses to consider how they can make
acute care safe for their drug using patients. As one
nurse in the study put it, nurses need to “. . . plant a
seed of safety . . ”.?’ Specific attention to the elements
of culturally safe care that are outlined in this paper
holds promise for improving nursing practice in ways
that can foster equity and social justice.
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